V. JOHN D’SOUZA, M.D., F.C.C.P.

DIPLOMATE OF THE AMERICAN BOARD OF

INTERNAL MEDICINE AND PULMONARY DISEASE

576 STERTHAUS AVENUE, SUITE A

ORMOND BEACH, FLORIDA 32174

TELEPHONE (386) 677-7260

    FAX (386) 672-6194


PATIENT:

Hoffman, Mark

DATE:

June 30, 2025

DATE OF BIRTH:
04/24/1961

Dear Cayla:

Thank you, for sending Mark Hoffman, for pulmonary evaluation.

CHIEF COMPLAINT: Snoring and possible apnea.

HISTORY OF PRESENT ILLNESS: This is a 64-year-old obese male who has a history for snoring and possible apneic episodes. He has never had a polysomnogram done. The patient states he has been gaining weight over the past few years. He denies any daytime sleepiness. He denies any headaches or leg swelling. He has a past history of hypertension and on antihypertensive medications. The patient has been trying to lose weight and exercises regularly. He was recently treated for a UTI.

PAST HISTORY: The patient’s past history includes history of hypertension, also has a history for hernia of the lower abdominal wall repaired twice. He had a left ankle repair and appendectomy in 2007. He had sinusitis and bronchitis late last year, multiple sports injuries of his shoulders and extremities as well as neck and back.

ALLERGIES: PENICILLIN.
HABITS: The patient denies smoking and alcohol use moderate weekly.

FAMILY HISTORY: Father died of a neurologic disorder. Mother died after a fall.

MEDICATIONS: Med list included diltiazem 180 mg daily and multivitamin one tablet daily.

SYSTEM REVIEW: The patient has had weight gain. No fatigue or fever. No double vision or cataracts. No vertigo, hoarseness, or nosebleeds. He has urinary frequency and dysuria. No hay fever. He has shortness of breath and apneic episodes. No abdominal pain, nausea, or heartburn. No diarrhea. He has no chest or jaw pain, but has arm pain. Denies calf muscle pain. No palpitations or leg edema. No anxiety or depression. He has joint pains and muscles aches. He has headaches. No seizures or memory loss. No skin rash. No itching.
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PHYSICAL EXAMINATION: General: This is an obese middle-aged white male who is alert and pale, in no acute distress. There is no clubbing, cyanosis, or peripheral edema. No lymphadenopathy. Vital Signs: Blood pressure 140/70. Pulse 78. Temperature 97.5. Respirations 16. Weight 249 pounds. Saturation 95%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is clear. Nasal mucosa is injected. Neck: Supple. No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with essentially clear lung fields. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: No edema or lesions. No calf tenderness. Mild varicosities. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. Possible obstructive sleep apnea.

2. Hypertension.

3. Borderline diabetes.

4. Exogenous obesity.

PLAN: The patient has been advised to go for a polysomnogram. He was also advised to lose weight and start regular exercise program. A copy of his recent labs will be requested. A followup will be arranged here in approximately six weeks at which time I will make an addendum.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
06/30/2025
T:
06/30/2025

cc:
Cayla Milford, PA-C

